The clinical spectrum of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) infection is wide, ranging from an asymptomatic infection to a severe viral pneumonia which may be fatal ([@R1]--[@R3]). Preliminary evidence from studies conducted during the coronavirus disease 2019 (COVID-19) pandemic supports the notion that patients with COVID-19 may have an increased susceptibility to develop venous thromboembolism, and this is why thromboprophylaxis is warranted ([@R4]). However, the risk of bleeding in patients with COVID-19 still remains unclear and could be potentially high in elderly patients with multimorbidity. A case of hemorrhagic colitis related to COVID-19 has been recently reported ([@R5]), although nothing is known regarding the risk of upper gastrointestinal (GI) bleeding in these patients.

We report a series of 5 consecutive patients admitted to our internal medicine unit due to COVID-19 pneumonia. All of them suffered from at least a chronic disease, being essential hypertension present in 4 cases. None of them had a history of peptic ulcer disease, nor of *Helicobacter pylori* infection. The diagnosis of COVID-19 was based on a nasopharyngeal swab positive for SARS-CoV-2 by reverse transcriptase polymerase chain reaction assay. All patients presented with fever, dry cough, and dyspnea and were treated with nonmechanical ventilation. On admission, all patients received low-molecular-weight heparin. After a median time of 9 days, all patients developed severe anemia and clinical manifestations of upper GI bleeding, i.e., melena and hypotension. Fluids and blood transfusions were given as per clinical need, and except for one case having poor clinical conditions who subsequently died, all patients underwent upper GI endoscopy. Table [1](#T1){ref-type="table"} summarizes the most relevant patients\' demographic, clinical, laboratory, and endoscopic features and Figure [1](#F1){ref-type="fig"} shows 2 peptic ulcers, specifically one with active bleeding (right side).
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Demographic, clinical, laboratory, and endoscopic features of patients with COVID-19 with GI bleeding
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![High-resolution, white light, endoscopic images showing a Forrest III ulcer of the posterior wall of the antrum without a need for endoscopic treatment (left side; patient 2) and active bleeding from a Forrest Ib ulcer of the anterior wall of the duodenal bulb treated with adrenaline injection (6 mL of diluted adrenaline 1/10,000) and clips (total of 3 metallic clips, Instinct Cook; right side; patient 3).](acg-publish-ahead-of-print-10.14309.ajg.0000000000000710-g002){#F1}

Notably, gastric and/or duodenal ulcer was the most common finding, and in 2 cases, multiple ulcers were found. One case of rebleeding occurred within 48 hours, and selective arterial embolization was performed. During the time of bleeding patients\' enrollment, a total number of 96 patients with COVID-19 were admitted to our ward. Hence, a crude prevalence of upper GI bleeding of 5.2% was found. This number is relatively high, considering the internal medicine setting. Of note, none of the 5 patients presented with other risk factors for bleeding than thromboprophylaxis, and none of them received therapies that could interact with platelet function or coagulation factor synthesis. In addition, platelet count was normal, and secondary hemostasis parameters were unremarkable.

The clinical spectrum of COVID-19 is yet to be completely understood. The pathogenesis of peptic ulcer disease might be explained by different mechanisms, including stress resulting from the acute illness, direct gastric epithelial damage caused by SARS-CoV-2, or active mucosal inflammation sustained by the cytokine storm. If thromboprophylaxis remains a key point in the management of patients with COVID-19, the relatively high risk of GI bleeding should alert the clinician in routinely checking for its occurrence by monitoring laboratory parameters and hemodynamic stability. However, given the current effective endoscopic and radiologic tools in managing an active GI bleeding, thromboprophylaxis should not be discouraged.
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